Oblique muscle hematomas are an uncommon cause of acute abdominal pain and are more common in elderly individuals, particularly in those under anticoagulant therapy. They are often misdiagnosed from other causes of abdominal pain. We report a case of a cough-induced internal oblique hematoma in an elderly 62-year-old male patient under antiplatelet therapy. He had no history of trauma and presented with acute worsening pain in the left flank. Ultrasonography revealed a hypoechoic mass in the right lateral abdominal wall. Nonenhanced computed tomography of the abdomen showed a 6 cm × 4 cm × 7 cm hematoma in the left internal oblique muscle. The patient was managed conservatively without blood transfusion. Differential diagnosis of an acute-onset flank mass should include oblique muscle hematoma even in the absence of anticoagulant therapy or trauma.
Introduction
Oblique muscle hematomas are uncommon and present as acute abdominal pain with a palpable mass after muscular strain such as coughing and sneezing. The most common abdominal wall hematoma is a rectus sheath hematoma caused either by damage to the superior or inferior epigastric arteries or their branches or by direct damage to the rectus muscle. [1] In contrast, an internal oblique hematoma is extremely rare in the category of abdominal wall hematomas but is an important entity in the differential diagnosis of acute-onset abdominal pain. Oblique muscle hematoma can mimic other acute abdominal disorders and is more commonly seen in elderly, particularly if they are under anticoagulant therapy or have a chronic cough or cardiovascular disease. [2] Here, we present a case of an elderly 62-year-old male patient with left internal oblique hematoma induced by vigorous cough. Oblique muscle hematoma is often misdiagnosed due to lack of interdisciplinary awareness of the condition, leading to delay in the management and unnecessary surgical intervention.
Case Report
An elderly 62-year-old male patient presented to the emergency department of our hospital with acute worsening pain, swelling in the left flank, and blackish discoloration of the overlying skin. There was no history of blunt trauma. The patient is a chronic smoker, had been coughing continuously for the past month, and had severe cough 1 day before the onset of pain. She had been receiving medications of inhaled beta-agonists, inhaled corticosteroids, inhaled anticholinergic, and oral theophylline, furosemide, acetylsalicylic acid, and diltiazem because of cor pulmonale and chronic obstructive pulmonary disease. Abdominal examination revealed a smooth, tender mass, with maximum diameter of 8 cm in the left lateral abdominal wall with ecchymosis of the overlying skin. Differential diagnoses included were incarcerated hernia and rupture of the abdominal aortic aneurysm. Laboratory findings included hematocrit 40%, hemoglobin 11.4 g/dl, platelets 150,000/mm 3 , white blood cell count 10,500/mm blood pressure was 150/90 mmHg, heart rate 95 bpm and nonarrhythmic, and respiratory rate 28 bpm. PT and aPTT were within the reference ranges. We performed ultrasound (US) and computed tomography (CT) of the abdomen. US revealed a hypoechoic mass in the left lateral abdominal wall. Unenhanced abdominal CT showed a 6 cm × 4 cm × 7 cm tissue mass in the left internal oblique muscle [ Figure 1 ]. Acetylsalicylic acid treatment was stopped. Cold application and analgesic treatment were started.
Discussion
Abdominal wall hematoma is an uncommon cause of acute abdominal pain. The incidence of spontaneous muscle hematoma (SMH) in patients on anticoagulants is 0.6%. [3] The prevalence of SMH is higher in women and elderly patients. Many risk factors have been reported for abdominal wall hematomas. These include aging, anticoagulant therapy, platelet disorders, trauma, recent surgery, injection procedures, and physical exercise as well as increased intraabdominal pressure from coughing, sneezing, vomiting, or straining during urination, defecation, or labor. [4] The most common presenting signs and symptoms of these hematomas are acute abdominal pain and firm, palpable abdominal wall masses. Because of their rarity, spontaneous lateral abdominal wall hematomas can be mistaken for several common acute abdominal conditions, such as appendicitis, sigmoid diverticulitis, perforated ulcers, ovarian cyst torsion, tumors, incarcerated inguinal hernias, mesenteric vascular disorder, dissecting abdominal aortic aneurysm, or necrotizing pancreatitis. [5] An abdominal wall mass with ecchymosis is the most important diagnostic finding for suspicion of a hematoma. [6] The first-line imaging test for the radiological diagnosis of SMH is based on nonenhanced multidetector CT (MDCT). [7] MDCT provides a positive and topographic diagnosis. In 1996, Berná et al. [8] described a classification combining unenhanced CT results and the clinical presentation. This classification helps guide the patient management. Grade I SMH is small and associated with pain and no decrease in hemoglobin levels. Grade II SMH is more voluminous and often bilateral. They extend between and dissect the muscle fascia. CT angiography (CTA) plays an essential role in the management of severe SMH. The diagnostic sensitivity of CTA scan is better than arteriography for most locations, particularly the abdomen. Bleeding with a flow rate ≥0.3 mL/min can be detected. [2] Identifying the location of the vascular source of bleeding is good on CTA. Active leaking of contrast material or the enhancement of the hematoma in venous phase images identifies the source of bleeding of the SMH. [9] The diagnosis of an oblique muscle hematoma is made by combining medical history, laboratory examination findings, and US and/or radiological findings.
[10] US and CT scans can provide useful information for differential diagnosis to avoid unnecessary surgery. Conservative treatment is acceptable for most patients, and surgical treatment is limited to certain conditions, such as cases of hematoma progression, rupture into the peritoneal cavity, or infection. Surgical intervention or transcatheter arterial embolization is recommended when conservative management fails. [11] In our case, conservative treatment was administered because CT findings did not suggest active bleeding.
Conclusion
The diagnosis of oblique muscle hematoma can be made clinically and via sonographic findings. CT of the abdomen should be performed for definitive diagnosis, and the principle therapy is conservative management. Conservative management remains the first therapeutic choice for the elderly. They should be considered in the differential diagnosis of painful abdominal masses in elderly patients, especially those suffering from severe cough attacks or receiving treatment with anticoagulants. The early diagnosis is the most important factor of low mortality in the elderly, preventing the unnecessary surgical intervention and determining the success of conservative treatment. Alternatively, transcatheter arterial embolization is an effective method for controlling the bleeding in rapidly expanding oblique muscle hematoma.
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